PRINTED: 07/27/2015

L ' - FORMAPPRQOVED
Division of Health Care Facilities
STATEMENT OF DEFICIENCIES (%1} PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMFLETED
TN1803 B. WING 07142015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
456 WAYNE AVENUE
WYND E HEALTH AND RE
RIDG HAB CTR CROSSVILLE, TN 38555
{Xd) ID SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION X5’
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY)
N 002 1200-8-6 No Deficiencies : N 002
During the annual licensure survey conducted at
Whyndridge Health and Rehabilitation on
TH2M5-7T11415, complaints #34858, #35056,
#35866, #36024 and #36232 were investigated.
No deficiencies were ¢ited under 1200-8-6,
Standards for Nursing Homes.
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